Epidemic increase in chronic non-communicable diseases (CNCDs)
INTRODUCTION

Chronic
non-communicable diseases (CNCDs) are a rising global threat and this burden is expected to rise from 46% in 2001 to approximately 60% by the year 2020. 1 Obesity, cardiovascular diseases (CVD) and diabetes contribute to almost half of the total mortality rate due to CNCDs, and this trend is of great concern due to the emergence of these diseases early in life.
1,2 Though CNCDs are a major challenge in middle and low-income countries, the notion of chronic diseases affecting only the affluent, continues. Due to complex interplay of risk factors that include unhealthy diet and lifestyle choices, the rate of increase of CNCDs in developing countries is currently higher than it was half a century ago in industrialized regions, resulting in one of the myths that CNCDs cannot be prevented effectively. 2 Not only will these diseases contribute to increasing human morbidity and mortality but they will also affect many national economies, due to their impact on the 'productive age groups'. 3 Bottom up participatory approaches for healthy lifestyle interventions and reduction of risk factors are vital as effective implementation of policies which are generally top down also needs people and communities participating as part of bottom up approach. Instead of implementation of the "one size fits all" approach, community centered research to be conducted has to be worked out between researcher and the local communities. The scale-up and strengthening of health promoting schools in Eastern Cape is of dire need to combat the increasing burden of CNCDs. Thus the objectives of this review article is to trace the development of health promotion in the global context-and then the aspects of need for establishing, strengthening, monitoring and evaluating health promotion in the Eastern Cape and other provinces of South Africa. A snowball referencing method was used to trace the development of health promotion in the Eastern Cape and South Africa.
Health Promotion -Global Developments
The World Health Organization (WHO) shifted its focus during the 1980s from the "behavior of individuals to the development of healthy settings." The Ottawa Charter for Health Promotion was adopted in 1986 to define health promotion from an eco-holistic approach, and health was seen as more than just an absence of illness or bad lifestyle choices. The vision for health has grown beyond the health sector and influencing health determinants, to incorporate reorientation of health services, creation of supportive environments, and development of personal health behavior skills as well as policies for public health. Communicable diseases such as HIV/AIDS and tuberculosis (TB) receive much attention in South Africa. 4 However while communicable diseases will continue to predominate, CNCDs will also continue to increase alarmingly, requiring focus and priorities simultaneously to both. 5 Very few regions or countries have made significant changes in policy and programs that have resulted in positive dietary pattern shifts to decrease nutrition-related CNCDs. 6 While some member states of WHO showed positive interest and began steering towards health promotion at national and local levels, resulting in actions to strengthen the preventive measures to counter the chronic disease epidemic from spreading, but developing countries are still far from implementing such measures. (Table 1 ) below highlights some of the major developments that occurred globally which influenced health promotion policies of Member states of the WHO, including South Africa. The ideology of Alma Ata influenced the growth of health promotion and was carried forward when Ottawa Charter was designed. 10, 11 The Global School Health Initiative, launched in 1995, seeks to mobilize and strengthen health promotion and education activities at the local, national, regional and global levels. The Initiative is designed to improve the health of students, school personnel, families and other members of the community through school. 10 Jakarta Declaration on Leading Health Promotion into the 21st Century, 1997. 12 The global threat posed by NCDs and the need to provide an urgent and effective public health response was recognized by the World Health Assembly in 1998. A request was made to the Director-General of WHO to prepare a global strategy for NCD prevention and control (resolution WHA51.18).
School health component of the Mega Country Health Promotion Network, 1999. The Resolution on Prevention and Control on CNCDs was adopted in May 2000 at the World Health Assembly (WHA), to guide member states in developing a 'national policy framework taking into account public policies to create a conducive environment for healthy lifestyles; as well as fiscal and taxation policies towards healthy and unhealthy goods and services'. 17 The WHA Global Strategy on Diet, Physical Activity and Health was endorsed in 2004 in response to WHA 2002 (Resolution WHA 55.23), to assist developing countries to address, control and prevent CNCDs. 1 A culturally suitable policy 'toolbox' has been developed for the different countries, with the strategy emphasizing that a multi-sect oral and multi-stake holder approach to CNCD reduction is essential to decrease the global disease burden. 18 In April 2011, the first global ministerial conference on healthy lifestyle and non-Communicable disease control took place as a milestone in supporting the WHO member states in preventing and managing the impact of CNCDs. At the conference a commitment to action was made at the government, Ministry of Health and International level and included the following: making CNCD prevention and management priority, developing public policies incorporating many sectors in creating environments that are health promoting for the individual, household and community, integration of CNCD-related services into primary health care services, to strengthen health information systems that will monitor the CNCD burden, working with WHO and other multilateral organizations private sectors and stakeholders in communities to achieve optimum results in global health. September 2011 marked a significant turn of events with the first United Nations (UN) summit on CNCDs promoting growth in alliance groups that support CNCD research, aiming for the reduction of CNCD risk factors, as well as the strengthening of health systems.
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Need for health promotion in South Africa
South Africa, a middle income country, is still undergoing major transitions socially, economically and in health itself. With an estimated 49 million people, and despite 75% literacy, unemployment rate remains at 40%. 20, 21 In the South African population, approximately 56% have at least one risk factor, with 20% at high risk of CNCDs. The 1998 SADHS revealed that 19.8% of adult males and 26.1% of adult females were overweight, while 9.3% of men and 30.1% of females were obese. Furthermore, 5.3% of male adolescents and 17.6% of female adolescents were overweight, while 2% of male and 5.9% of female adolescents was obese. 22 In 2001, about 536 deaths occurred daily due to CNCDs and were expected to increase to 563 in 2010. This necessitates urgent action to increase health promotion in South Africa 17 . The 2008 South African estimates revealed that 29% of deaths are due to CNCDs. While the figures may appear small in comparison to the remainder of death causes, the percentage of CNCD deaths under the age of 60 are 39.7% for males and 28.7% for females. The estimated prevalence of metabolic risk factors such as overweight and obesity is 65.4% and 31.3% respectively, with behavioral risk factors such as physical inactivity at 51.1% and tobacco use at 14.0%. 23 The Eastern Cape Province is the second most poverty-struck province with 72% of the population surviving below the poverty income line 24 and also has the second highest poverty gap at R14.8 billion. 25 In the Eastern Cape, with 43% of deaths occurring due to CNCDs, there is a need for national policies to be developed further and emphasized by local, provincial planners and other stakeholders to meet their community's health needs. Healthy lifestyle, health care access, risk factor reduction and major chronic disease burden contributor interventions are required to address the various health determinants. 26, 27 Policy makers are expected to conceptualize health in a way that will eradicate health inequalities as well as reduce health burdens. However, this will be unsuccessful if researchers who have access to the evidence on social determinants of health inequalities do not positively influence the decision of policy makers and governments to use health care services and healthy lifestyles to improve health. Population health inequalities can be reduced by the influence of municipal governments provided the researchers enhance the "health inequities knowledge base" 28 and pave the path towards healthy public policies, their implementation as well as monitoring and evaluation.
Health promotion in South Africa
The 1986 Ottawa Charter for health promotion was used as a guiding policy document for the national policy for health promotion practice in South Africa. 29 Bill of Rights 30 in South Africa articulated access to health care which was an extremely positive move. Health promotion first became a part of SA's health care system during the 1990's. However, during this time people who carried out health promotion services did not possess any formal training, leaving the confusion of health education and health promotion to continue. 29 The confusion arose from dealing only with specific health aspects instead of adopting a "holistic approach to health promotion". Health promotion was seen as an application of strategies and principles to diseases, risk factors, the population groups and the setting.
9, 31
The concept of health promotion was reportedly adopted in 1994 by the Education, Health and Welfare ministries in South Africa, based on five key action areas: 'To promote safe environments for people to live and work in; To develop healthy public policy; To promote community action; To develop personal skills, and To re-orient the health services'. 29 In 1997, the National Health Promotion policy and the Health Promotion Foundation initiative (2002) were still at a draft stage at the cluster level but the HP Foundation initiative, according to Onya, 32 is currently not progressing further at the Department of Health. The National Health Promotion Policy based on the Ottawa Charter was reported to be in a final draft process. 29, 32 The change of Directorate between 1994 and 2007 occurring four times coupled with lack of proper influence of health promotion professionals and advocacy resulted in inadequate health promotion activities. 32 South Africa has adopted broad health concepts to include other key stakeholders from the health, education, industry, political and justice systems in developing health promotion for specific risk factors and target groups. 1, 33 Health promotion is reportedly based on inter-sect oral collaboration in South Africa because good health relies on various factors which include education, economy, water, sanitation, agriculture, telecommunication, housing and transport as recognized by the local, provincial and national governments. 4, 34 The South African Demographic and Health Survey provide insight of status of public health. 22, 32 The Medical Research Council (MRC), Health Systems Trust (HST), Human Sciences Research Council (HSRC), academic institutions, media and government information systems are all involved, contributing to public health research in SA. 32 Though proliferation of health promotion services are reported by NGOs and community health workers who are supported by the National Health Promotion Directorate and funded by the national budget of the Department of Health, as well as international agencies 35 there is a dire need for the evaluation and monitoring of these services. Projects to promote health, such as the 'Healthy Cities' was designed by the Medical Research Council, local clinics, schools, the departments of health and education and environmental health services. Every city was to have a Steering committee so that support from local political groups could be raised. Each city was to decide its agenda and achieve outcomes and hence it was difficult to evaluate the project. 36 The Department of Health Promotion has highlighted milestones achieved such as formation of national sports commission, introduction of life skills in curriculum, launch of national campaigns such as 'Vuka South Africa, Move for Health'. However consistent participation of stakeholders, competing demands and lack of intersect oral partnerships were identified as the key challenges in the progress of health promotion. 37 
Health Promoting Schools
Current health status regarding diet, physical activity, increased alcohol and tobacco use is a cause for concern 23, 38 because CNCDs are starting early in life and prevention has the potential to reduce the diseases appearing in adulthood. Positive influences of adopting and maintaining healthy dietary modifications and increased physical activity are influenced by a complex interplay of various factors that are more difficult to influence in adults 39 when compared to young people. 40 Students as young as 10-12 years of age are the targeted groups for healthier lifestyle interventions because enhanced knowledge and skills for choice of foods and physical activity habits have positive influence on their ability to take responsibility for their own health. 41 Guided by the Ottawa Charter for Health Promotion 8 and the Jakarta Declaration 12 the WHO Global School Health Initiative was launched in 1995 to initiate Health Promoting Schools (HPS) that focus on 'constantly strengthening its capacity as a healthy setting for living, learning and working 10 ' The HPS aim to link family and community to the school, focus on the entire school ethos, including attitudes of staff, style of management and policies for consistent messages of health to be received and given. 42 Children, teachers, other school staff, parents and community are vital to work towards a culturally acceptable framework of interventions that responds to the local needs. 43 Schools are seen as a key health promotion environment and the educational strategies are encouraged to extend beyond the curriculum to build a multidisciplinary approach that utilizes skills, communication, increased awareness of health, and use of health and support services 39 to incorporate nutrition-and health literary into school learners. 44 However, due to a structured curriculum at schools, there is often little or no time available to incorporate health issues 21, 45 and training for teachers in this regard is often poor or absent. 39 
DISCUSSION
Status of HPS in SA and Eastern Cape
According to the School Register of Needs Survey 1996, major problems in the schools' physical and social environments were identified, such as shortage of water, electricity, toilet facilities and classrooms in dilapidated school buildings. 46 Further highlighting the problem were reports of alcohol/substance abuse, lack of nutrition, violence, smoking and 'deficiencies in early childhood development, child protection and social welfare' occurring in SA schools. 47 After the HPS initiative implementation in 1999, 580 HPS were launched nationwide whereby the Departments of Health, Education, Social Development and Population Welfare focused on assisting these schools with clean water, proper sanitation facilities, vegetable gardens and billboard advertising harmful products such as smoking of cigarettes. Schools were supported based on the projects they chose. 29, 32 The Eastern Cape is the leading province with 180 of the 580 HPS launched in SA and out of 6000 schools in the province. 48 Some of the major activities include anti-tobacco programmes in 20 schools; paraffin safety workshops in three districts; food kitchen promotion; HIV/AIDS programmes and life skills education with the support of media, businesses government and NGOs. When the School-Based Food Gardens Project was launched in October 2005 by the Minister of Health in the Makana Local Services Area district in Grahams town, Eastern Cape, the importance of the school environment in which both learners and educators spend a vast amount of their time was highlighted. As young learners can be positively influenced, it was envisaged that the launching of the food gardens was the way forward to promote healthy eating-especially of fruits and vegetables, making healthy choices and promoting good health. 49 The Umthathi Training Project (UTP), based in Grahams town, Eastern Cape, is a NGO, which aims to provide training and developmental education in organic cultivation methods with three main objectives: Agriculture, Community Development and School gardens. Community members are trained in acquiring skills for nutrition, cultivation and livelihood, enabling them to feed their families, as well as generate income from the produce in their gardens. In the school gardens programme, the school feeding scheme is supported and sustained by the vegetables grown in the school gardens. Learners are also encouraged to transfer their skills to family members and their community. As part of the school gardens programme, schools follow a three year programme and lessons taught include: Perm culture gardening; leadership and business skills; as well as health and nutrition. During the 2008-2009 period, 45 schools, of which 20 were in the local area and 25 in the outlying areas, participated in the programme, with various other schools enrolled in the first phase of the programme during 2010.
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Way forward for health promoting schools in South Africa
While it can be argued as to whether SA does indeed have adequate resources, for legislative frameworks and political will for health promotion to be effective, the mechanisms that demonstrate health promotion effectiveness must have key messages disseminated to influence its practice. Due to the diverse populations within South Africa, with differing habits, lifestyles and practices, the use of Western interventions is inappropriate. We need to develop and implement interventions that are culturally appropriate, specific for the various health situations, and target groups relevant to South Africa. 17 A multidisciplinary approach is crucial for successful and sustainable health promotion. While many lifestyle school interventions have a behavioral theoretical framework that guides them, there should also be specific components that influence the interventions. For example, in a school obesity intervention, there should be modification of physical activity and dietary components, as well as nutrition and healthy lifestyle education that includes learners and parents for an extended duration so that the desired outcome can be exhibited by participants. 51 One of the logistical barriers to health promotion is teachers and principals viewing health promotion during school time as a disruptive function that affects the operation of the school, is also a potential barrier. 52 Multicultural diversity of SA requires creative, innovative, and multilinguistic health promotion. 52, 53 Identifying and assimilating successful examples from other countries is key in addressing local challenges in South Africa. Developed as a systematic and coordinated initiative, Brazil's dietary patterns initiative included changes to the national feeding program of schools, regulatory and legislative policies, to address obesity. 54 South Korean government promoted traditional healthy diet, low in fat and rich in vegetables, by adopting intensive training for newlywed women to prepare traditional dishes. 55, 56 Coordinated in India, the Initiative for Cardiovascular Health Research in Developing Countries, and the Community Actions to Prevent Chronic Diseases are two international initiatives that address CNCDs in developing countries. These initiatives assist other developing countries by providing training and support for researchers in developing protocols and research questions to secure funding for CNCD research. 57 South Africa takes a nose-dive in health promotion due to lack of evaluations on intervention impact. There is also a lack of published work in this area and according to the Director of Health in the SA National Department of Health; the focus is more on health education rather than targeting holistic health promo-tion. The Director highlighted the need to build strong links with other developing countries so that a stronger health promotion network can be established 5 . It is equally important to concentrate on long-term visions, by stimulating sectors other than health and avoiding unplanned interventions. Health Promotion requires proactive initiatives at the local, provincial and national action which are monitored and evaluated periodically. Building a dynamic and equitable society requires interdisciplinary and community-based education integrated into the health science curricula. Despite financial resources supporting development of manpower, lack of trained health promotion personnel remains a problem in the Department of Health. 35 Only six SA universities currently offer health promotion courses ranging from one day to two-week short courses, as well as BSc and MSc degrees that aim to provide skill and knowledge in the practice of health promotion. However, there is a current low student intake and a curriculum that is neither standardized nor streamlined 32 . While the delivery of health promotion at a national level may appear to be stable, provincial infrastructure disparities attenuate the problem. Only Mpumalanga province has a Health Promotion Practioners (HPP) career structure, with 86 of the 120 HPPs undergoing training and 34 having a basic diploma training. 58 Capacity gaps in South Africa's health care system due to slow development of training opportunities and inadequate number of qualified professionals to lead health promotion has resulted in slow progress in reversing the CNCD epidemic. 59 
RECOMMENDATION
In identifying a holistic approach to address 'health for all', the Alma Ata declaration has paved the way forward by identifying health promotion and strengthened primary health care as important milestones to be achieved. However, in developing countries over the last thirty five years, progress in achieving these goals has been very slow. Despite being a Member state of WHO, partially implementing the Millennium Development Goals, as well as developing policies regarding health promotion, South Africa's vulnerable population has not yet benefitted from a paper or an operational level of these policies. Due to the challenges posed and the available resources utilized by communicable diseases, the goal of achieving health promotion will remain distant. Presently in South Africa, surveillance, prevention and health care system strengthening are not possible and so the refocusing of resources on health promoting schools is one of the best ways forward. To achieve positive impacts on families and society, we should aim to invest available resources on the next generation, continue to keep the healthy as they are. It is critical to include women and youth organization participation and communities in the implementation of South African health promoting schools. This must also be supported by multisectoral stakeholders such as university based community engagement services, the Department of Health and the Department of Education.
CONCLUSION
While expectations point to national governments to develop possible solutions to problems, it is equally essential that a bottom up participatory approach in schools, communities and society is adopted. Focusing and strengthening health promoting schools is a way forward to maintain and promote health of the healthy and young population of this country. Strategizing health promotion training for young female learners at schools will further enhance the positive impact on current and future families and the society in South Africa.
